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7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, I}S}ING AN ]% LNDEPENDE LIVING
1vision of Licensing and Protection

103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

January 4, 2012

Ms.. Charlene Bedor, Administrator Administrator
Redstone Villa

7 Forest Hill Drive

St Albans, VT 05478-1615

Provider #: 475055

Dear Ms.. Bedor:

Enclosed is a copy of your acceptable plans of correction for the Life Safety Code survey conducted on
October 25, 2011. Please post this document in a prominent place in your facility. e

We will follow up to verify that substantial compliance has been achieved and maintained. If we find
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

SRR\

Pamela M. Cota, RN

Licensing Chief
PC:ne
- Enclosure
‘ i
¢
Disability and Aging Services ' Blind and Visually Imair

Licensing and Protection Vocational Rehabilitation
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12/09/2011 13:44 1613951280 REDSTONE . #4758 P.006/009
. PRINTED: 117302911

DEPARTMENT OF HEALTH AND HUMAN SERVICES ’ : " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : - COMPLETED
» ‘ : A BUILDING 01 - BUILDING 01
475065 : B-WING ___ : 10/25/2011
NAME OF PROVIOER OR SUPPLIER - ' 4 STREET ADDRESS, CITY, STATE, 2IP CQDE
: 7 FOREST HILL. DRIVE
REOSTONE. - . .
oSt N VLA ‘ ST ALBANS, VT 06478
-~ (X4) 1D _ SUMMARY STATEMENY OF DEFICIENCIES . . D . PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE bATE -
: ' DEFICIENCY)
K 000 | INITIAL COMMENTS K 00D

A Life Safety Code inspection was completed on
10/25/11 by the Department of Public Safety. .
The following are violations of the Life Safety ,
Code requirements for Nursing Homes. N I .

K 015 | NFPA 101 LIFE SAFETY CODE STANDARD - K 015:1. How will corrective action be accompllshed for

= ithose residents found fo bave been affected by the
§S=D " . ' ‘deficient practice?
Interior finish for raoms and spaces not used for A The damaged walle In room #§ and room #16
carridors or exitways, including exposed interior iwere rapalred on 10/26/2011.

surfaces of buildings such as fixed or movahle

walls partitions columns, and ceilings, has a 2. How will the facility Idently other rcsidents baving
1 ) 7 '

ithe potential to de sffected by the sams deficlent

flame spread rating of Class A or Cljass B. (In practice?

fully sprinklered buildings, flame spread rating of | Residents were nor barmed by this alleged deficicar
Class A, Class B, or Class C may be continued in i praetce. , o

use within rooms separated in accordance with 3. What measures will be put into place or systemic
19.3.6 from the access comidors.) 19.3.3.1, . | . ichanges made to cusure that the deficient practice will |

'Maintensnce Director & Housckeeplag Sl wil be '
. .reeducated on routine repsirs on walls and door |
‘surfaces by 12/12/2011.

|« Bow Will the facility monitor ity corrective actions to
ensore that the deficlent practice will pot recur?

18.3.3.2 . ‘not recor?

This STANDARD is not met as evidenced by: Random Audiu by Adminlstrator/Designee on wall
Based on observation, the facility failed to assure " |end door surfaces .
adequate interiar finish for 2 applicable resident Resalts will be reviewed ot Quarterly QA Meeting .
rooms. Findings include: : S. Include dstes when 8 corrective acton will bel .
N ' . pieted. :
Per abservation on 10/25/11, accompanied by ,rm:;.mmwgm will be vesponsible for
Maintenance Staff, Rooms 5 and 15-have © . fmonitoring_to wmg}?}mlrim POC and
damaged walls. This reduces the interior finish regulatory requirements .
rating of the rooms. ' . |KO\S Poc acuphtd 2faciit Jpenad |
K 018 | NFPA 101 LIFE'SAFETY CODE STANDARD K 018|1. How will corrective action be sccomplished for
$S=D ah;s:’ re!iden: r:pnd to have beeo affected by the
. -, . . eflcient practice?”’
-Door_s pratecting corridor openings in other ?han All fire doors were tested oud adjusted a3 nccded on
required enclosures of vertical openings, exits, or L2011,

hazardous areas are substantial doars, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20

minutes. Doors in sprinklered buildings are only

LABORA.TORY DIREGTOR'S OR[PR)’IEUPPLIER EP'RESENTA'.IIVE'S SIGNATURE il NTLE ' ) (X8) DATE . : {

s  Adninistrator /S]]

Any deficiency statement ending with an atarisl( (") denotss a deficlency which the institution may be excuged from comecting providing it ls determined tha
other safeguards provide sufficient protection to the patients. (8ee instructions.) Except for nursing homes, the findings statad ahove are disclosable 90 da
following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findingé and plans of corection are disclosable 1
days following the date these documants.are made available to the facility. If deficienciss are cited, an appraved plan of corection is requisite o continued
program participation. . :

N
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PRINTED: 11/30/201
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEI;
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) RROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (Xs) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
, A BUILDING 01 - BUILDING 01
, _ 475056 P, WING _ 10/25/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIYY, §TATE. ZIP CODE .
; are y A 7 FOREST HILL DRIVE
EDSTONE
R T- V“'LA, ST ALBANS, VT 05478
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLET(ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE OATE
. DEFICIENCY)
o . 2. How will the facility identify other ruidenu'hlving
K 018 Continued From page 1 " K 018|the potental to be affected by the same delciens
. - . H u 9
required to resist the passage of smoke. There is RL" cre::dcnb have the potentiel to be affccled by this
no impediment to the closing of the doars. Doors alleged deficient pracrice.
are provided with a means suitable for keaping . .
the door closed. Dutch doors meeting 19.3.6.3.6 | :;':::::B':'.?:'::?‘m'c "&.‘I':L"L'fﬁfi'f.ff ':';g::‘m
are pemmitted. © 19.3. 6 3 nof recar? N )
Maintenaoce Director will be reeducated oo raoutne
Roller latches are prohobxted by CMS reguiations .| meintenance checks of fire daor closure and latching
in all health care facilities. ,b&' 122011
4. How will the facility monitar lts corrective actions to
.ensure thet the deficlent practice will not recur?
Maintenance Director will test fire doors weekly and
‘adjust ag needed. Randoro sudits by Administrator or
designec wil) be conducted on proper fire door closure
and latching. - Resuls will be reviewed at quarterly
QA meeting.
5, Include dates when @ corrective action will b
‘completed.
This STANDARD is not met as evidenced by:
: . o y I tor/D will be responsible for|
Based on observation, the f_accllty failed to assure :ﬁ:,';::; ",:, ::',‘f,": compliance w,,',’, POC and!
fire doors are fully operable in one area of the regolatory requirements by 12/12/2011,
facility. Findings include:
Y geinciide: ‘ KO foL uu(m \2{20ln
Per abservation on 10/25/11, accompanied by d%wmrdl
Maintenance Staff, the fire doors in the corridor
near the kitchen did not close and latch,
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056|3- How will correctve action be accomplished for
= those residents fovnd to have been affected by the
$§=D . : deficient practice?
If there is an automatic sprinkler system, it is Caillng tie was resat by Maintenance Director on
installed in accordance with NFPA 13, Standard 10/2512011.
for the Installation of Sprinkier Systems to 2. How will the facllity Identlly other revidents havi
provide complete coverage for all portians of the - © I revicen haviog
building. The system Is properly maintained in e chogy 10 b wffected by the same deficient
accordance with NFPA 25, Standard for the AU residents bave the potential to be affected by thls
Inspection, Testing, and Maintenance of ;ﬂe‘%ehi ;’eﬂmm P"Wcl‘:lul; o o
Water-Based Fire Protection Systems. 1t is fully menFures ¢ put into place or syatemic
supervised. There is a reliable, adequate watar Chanes rhede to enaare. that the deflclent practice will
supply for the system. Required sprinkler iMalotendace Director will be reeducted o coiling tile
systems are equipped with water flow and tamper maintensnce by 127122011,
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OTHER LSC DEFICIENCY NOT ON 2786

This STANDARD is niot met as evidenced by:
Based on observation, the facility failed to assure
compliance with other ﬁre safety/life safety
standards. Findings include:

1. Per observation on 10/25/11, accompanied by
Maintenance Staff, the primary air for the
stovetop bumers on the Kitchen stove are out of
adjustment as evidenced by long ysllow flames.

2. Per observation on 10/25/11, accompanied by
Maintenance Staff, a piece of the corridor
handrail located: across the corridor from the
Beauty Station was found broken and taped -

deficient pracdee?
The prlmry air oo the stove was comcud by a gus
repairman an 10/26/2011.

The hendrall was replaced on 1072872011,

2. How will the facility identify other residents baving
the porentisl to be affected by the seme deficient
practice?

No residents wers affeciad by the alleged deficient practice.

Residents wha usa the handraifts lor molivation have the
polantal to be affectad by the alleged deficient practice.

3. What measures will be put inta place or systeroic

.changes made to ensure thet the deficient practce will
[not recur?

‘Al dictary staff and Maintcnance Direcor will be

. |reeducated on proper stove burner functioslug by

12/12/2011.

Mainteaance Director will be reeducated on bandrail

- { safety and repair by 12/12/2011.

12/09/2011 13:45 7813951280 REDSTONE #4758 P, 008/008
: . : PRINTEW: 11730720711
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULYIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: - COMPLETEQ -
) . _ A.BUILDING 01 - BUILDING 01
475055 - B. WING 10/25/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
7 FOREST HILL DRIVE
REDSTONE VILLA o ST ALBANS, VT 05478 .
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLET(ON
TAG REGULATORY OR {.SC IDENTIFYING INFORMATIQON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 056 i 4. How will the facility monltor its corrective actions ta
' Co.n finued Fr.om page 2 . K 056 jensure that the deficlent practice will nog recur?
switches, which are electrically connected to the Mainteaance Director will check cefling tiles duriag
building fire alarm system.  19.3.5 daily rounds of buiMing to cnsure all files are sev
: ‘properly. Results will bs reviewed at quarterly QA
imesting.
‘ ) s hdndc dates when a corrective sction will be
" s . ! completed.
This STANDARD is not met as evidenced by: . )
Based on observation, the facility failed to assure ;:d:lﬂ;‘;m;mmf cmﬂu‘:‘u m"";’g'c‘ o
that the building is maintained to assure proper regulatory regulremens by LYL/Z0N,
functioning of the sprinkier system in one area of
the building. Findings include: KOSL o accegied V2{20lv
. . A J8enavd [ HMestarN
Per abservation on 10/25/11, accompanied by ‘ .
Maintenance Staff, a portion of the ceiling file in
the closet located across from the employee
break room had dropped out, impacting the timely
operation of the sprinkler head. ,
K 130 | NFPA 101 MISCELLANEOUS K130|1. Bow will corrective action be eccomplished for
S8=D those residents found to heve been affected by the
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12/08/2011 13:45 7813951280 REDSTONE #4758 P.003/009
y P 1130/
DEPARTMENT OF HEALTH AND HUMAN SERVICES Rllggsg A!’PRO%PEB
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0 391
STATEMENT OF DEFICIENCIES (X¥) PROVIDER/SUPPLIER/CLIA (X2) MULT|PLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
_ . ) A.BUILDING 01 - BUILDING 01 . .
- 475085 B WING 10/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, cﬁv, STATE, ZIP CODE
REDSTONE VILLA 7 FOREST HILL DRIVE
. ST ALBANS, VT 05478
(X4) ID SUMMARY STATEMENT OF . DEFICIENCIES p PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
: DEFICIENCY)
4. How wil the factlity moujtor lts corrective actions to
: : iensure that the deficient practice will not reeur?
-K130 Com'nqed From page 3 K130 ‘Administrator/Designee will conduct daily sudity of]
together. 'stove burner functioning. Resulte will be reviewed et
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD ‘|quarterly QA mecting. :
§8=0r : Administrator/Designee will conduct random audits of]

Electncal wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

Based on observation, the facility failed to ensure

electrical wiring is in accordance with NFPA 70,
National Electrical Code 9.1.2 in 2 areas of the
facility. Findings'include:

Per observation on 10/25/11, accompanied by

Maintenance Staff, the water coolers located in

the second floor foyer and near the first floor
Nurses Station are plugged inta cutlets that are
not GFC! (Ground Fault Circuit Interrupter)
protected.

K147

‘bendrails ‘monthly. Results will be reviewed ot
iquarterly QA meetlag. '

'S, Include dates when a corrective action will be
completed,

‘Administrator/Designee will be responsible for monitoring 10
assum compllance with POC and reguiatory requirements by
N1,

K20 foe mp\a\ 220\t JBenard |

1. Fow will corrective action be sccomplished for -
thote realdents found to bave beco affected by the
deficient practice? = .

Outlets Jacated near the watsr coolers were
replacdd with GFC| outlets on 10/27/2011.

2. How will the faciliry idcatify other residents baving
the potential to be affected by the same deficient
practce?

No residents were affected by llm alleged de!lelent
practice. ’

3. What measures will be put into plece or. ammuJ
" chavpes made to ensure that the deli:icnt practice will
nat recor?

Maintenance Director will be mduukd on outleqn
near water supplies by 12/1222011.

4. How will the facility monltor its corrective actions to- -
ensure that the deficient praerice will not recur?
Administrator/Designes  will monftor outlets nes
water aupplics for future projects.

s. lnclud: dates when & corvectve action will
completed.

AdministratorDesignee will be responsible for manforing to
assura compliance of POC and regulatory requirements by

121211,

Kl POC accephed 12t2oly
Jtenpt | Bvesralnl

L T R R R
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12/08/2011 13:44 7813851280 V REDSTONE | 84756 P.005/0083

Redstons Vlla, {the "Provider”) submits this plan of
correction, (POC), in accordance with specific
regulatory requirements. [t shall not be constued
a5 an admission of any alleged deficiency cited.

| The Provider submits this POC with the intention
that it be inadmissible by any third party any civil or
crimingl action against the Provider or any
employee, agent, officer, director or shareholder of
the Provider. .The Pravider hereby reserves the
right to challenge the findings, that are relied upon
to adversely infiluence or serve as a basis, in any
way, for the selection and / or imposition of future
remedies, or for any increase in futwre remedias,
whether any such remedies are imposed by the
Centars for Medicare and Medicaid - Services
{‘CMS’), the State of Vermont or any other entily.

Any changes to Provider Policy or Procedure
should be considered to be subsequent remedial
measures as that concept is employed in Rule 407
of the Federal Rules of Evidence and should be
inadmissible in any proceedings on that basis,
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